at admission was 96.3 kg. Rales were heard in both lungs. Examination of the heart revealed sinus tachycardia, with frequent premature atrial and ventricular contractions. On neurological examination, he was found to be irritable and agitated. Bilateral infiltrates were seen in the chest roentgenogram taken at admission. A complete blood count revealed the following: leukocytes, 2,600/mm3, (absolute neutrophil count, 364); erythrocytes, 2.17 x 106/mm3; hemoglobin, 6.4 g/dl; hematocrit, 18.4%; and platelets, 1 (2); all zones of inhibition were >30 mm. The rapid chromogenic cephalosporin test for beta-lactamase production was negative (14) .
On hospital day 9, the patient developed conjunctivitis of the right eye, bleeding lip sores, and a mixed Herpes simplex and Staphylococcus epidermidis infection on his face. This infection was characterized by bilateral erythematous and vesicular plaques, diffuse crusting, and oozing blood. His temperature rose to 39.8°C the next day. Sputum cultures were positive for Candida parapsilosis and Enterobacter aerogenes; blood cultures were negative. Penicillin was discontinued, and oxacillin (1,500 mg i.v. every 4 h) and gentamicin (80 mg i.v. every day) were started. He defervesced but became progressively nonresponsive. The patient had a cardiopulmonary arrest and died on 8 January 1983. Permission for autopsy was denied.
The clinical course of N. meningitidis infection in this patient was that of meningococcemia with disseminated intravascular coagulation presumably caused by the meningococcal endotoxin. Meningococcal septicemia is characterized clinically by shock, cyanosis, cutaneous hemorrhages, and severe consumption coagulopathy. Cor pulmonale is also a possible sequela of septic shock (5) .
Findings from retrospective studies suggest that infections in patients with multiple myeloma often occur in those with uncontrolled disease and follow a biphasic microbial pattern. Streptococcus pneumoniae and Haemophilus influenza infections are seen at diagnosis and in the early months of treatment, whereas infections caused by S. aureus and gram-negative pathogens predominate in later months. Infections caused by the latter are, in particular, associated with refractory advancing disease and neutropenia (12, 13, 17, 19) . Norden reported that life-threatening infections with pneumonia or septicemia or both are most often caused by S. aureus or polysaccharide-encapsulated organisms (13) .
Serum bactericidal activity against gram-negative organisms, specifically N. meningitidis, involves both complement and IgM (13) . Thus, a generalized depression in serum immunoglobulin levels, a deficit in immunoglobulin directed specifically against the meningococci, or abnormalities in serum complement levels (especially components C6 through C8) all may enhance susceptibility to bacteremia (11, 15, 16) . In this patient, IgM levels were barely normal, and IgA levels were low; complement testing was not done. A previous report of a meningococcal infection in a patient with multiple myeloma revealed no detectable Clq or C4 (the source of infection, serotype, and immunoglobulin levels were not given) (7) . Low serum immunoglobulin levels may facilitate bloodstream invasion, as infecting meningococci are usually only found in carriers (16) . There are no data on the frequency of N. meningitidis serotypes causing disease in cancer patients.
We have reported a case of meningococcemia that was caused by the infrequently reported serogroup 29E (Z') in a patient with plasma cell leukemia. Because such isolates can only be identified by serological testing, reference laboratories specializing in such methods will continue to be needed to distinguish among the serogroups. As we see additional unusual infections in immunosuppressed patients, it will be important for clinical microbiology laboratories and reference laboratories to work together to identify these isolates as completely as possible. We will then be better able to assess the frequency and clinical nature of these unusual infections.
